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CHAPTER 3
THE PLANNED SYSTEM OF CARE FOR CHILDREN AND YOUTH?

The system of care for children and youth must reflect the fact that children and youth are different from adults.
Children and youth, unlike adults, must negotiate a magnitude of developmental tasks resulting from their
growth in physical, cognitive, social, and emotional domains. Therefore, the system of care for children and
youth must promote their growth and natural development through both prevention services and treatment
interventions. Another difference from adults is that children and youth are physically, emotionally,
economically, and legally dependent upon adult family members and caretakers. Conseguently, those adults
must be part of service planning, treatment decisions, and long-term support.

WHAT ARE THE VISION, MISSION, AND VALUES FOR A SYSTEM OF CARE FOR CHILDREN
AND YOUTH?

The mental health constituency envisions a society in which families? can raise happy, healthy, competent, and
resilient children. The public mental health system promotes this vision through participation in a community-
based system of care, which fosters optimal child development. The purpose of creating a public mental health
system that collaborates with the larger children's system of care is to accomplish the following goals for
children and their families:

children are healthy;

they are safe;

they live at home;

they are productive at school or at work;

they have supportive relationships with others;

they have meaningful connections to their communities; and
they abide by the law.

The following values guide development and implementation of children's mental health services components
within the larger system of care:

Access, voice, choice, and ownership. Children and their families should actively participate in and agree to
al aspects of services they receive, including assessment, plan development, and treatment. They should
participate in all aspects of policy development, program planning, services delivery, and oversight.

Cultural proficiency. Cultural proficiency of the system of care is essential to assuring access, voice, choice,
and ownership to children and their families.

Early identification and intervention. Children with mental health needs should be identified early and
provided with appropriate services. Serving infants and very young children at high risk of developing mental
heath problems enhances the likelihood of positive outcomes in mother-infant bonding, family integration, and
stability.

One family, one plan. All agencies involved with a child and family should join with the child and family to
develop asingle, coordinated service plan. Services should be delivered seamlessly with funding mechanisms
invisible to the child and family.

The more complex the need, the more unique the response. Service plans should be individualized to meet
the goals identified by the child and family while building on their strengths and resources. Families with the
most complex needs should have services uniquely tailored to meet those needs.

Successistheonly way out. Services should be unconditional with ano gject, no reject policy.

! The California Mental Health Planning Council (CMHPC) gratefully acknowledges the contributions of
Charles Anders, Dave Neilsen, and Todd Sosna, Ph.D., to this chapter.

2 The term, "family," is used in its broadest sense to include any adults who have legal responsibility for the
care of achild, such ashiological parents, foster parents, relatives, and other guardians.
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Community based. All services, including residential, should be provided in the home community unless no
appropriate local resources are available. Although some children and youth may require more restrictive care
at various times, promptly returning them to a more natural environment should be one of the main goals of
service planning.

School based. Schools are vitally important to al children and youth. School-based mental health services not
only respond to the needs of identified children and youth but also can address the needs of children and youth
identified as potentially high risk.

Recreation: Playing sports, socializing with peers, and engaging in other recreational activities are important
to children’s development. Providing children and youth with after-school and summer programs is an integral
component of a system of care.

Natural supports. In working with families, the mental health system should assist them to identify and
develop natural supportsin the community.

Support for families. Families with children and youth with serious emotional disturbances need supportive
services, such asrespite care, after-school care, crisis services, support for siblings, training in accessing public
benefits, and peer support groups for parents and foster parents with similar problems.

Support during transitions. Transitions are challenging. For most children and youth, changes in routines are
difficult, and they and their families need planned support during transitions between programs. Youth in
transition to adulthood may need special services to assist them in making that transition successfully.

System accountability. Policies, programs, and services should be ethical, legal, effective, and cost effective.
Accountability is provided by specifying measurable goals and through regular evaluation of policy, program,
and service outcomes.

Basicrights. Children and youth with serious emotional disturbances have all rights, privileges, opportunities,
and responsibilities accorded to other minors. Advocacy to protect and insure those rights should be an integral
part of the system of care.

Funding. State and local funding policies and mechanisms should support the concept of community-based
systems of care. Fiscal incentives to mental health programs and other agencies should encourage the least
restrictive, most appropriate services. Flexible funds should be available to allow special items or servicesto be
purchased.

WHAT ISTHE POPULATION TO BE SERVED?

A clearly identified target population has been a fundamental element of the system of care planning model
sinceitsinception in the mid-1980’'s. By using afocused definition of the target population, local mental health
departments and other child-serving agencies were able to maximize their limited service capacity for a fairly
narrow population of high-risk children and youth with serious emotional disturbances. Especially in the earlier
years of system-of-care development, this service focuses on a small but well-defined target population proved
effective in diverting children and youth from restrictive, high-cost group homes and returning them to their
own families. Thisinitial success both demonstrated the increased relevancy of mental health services to other
child-serving agencies and established local mental health departments as a key partner in building effective
collaborations among public agencies.

In the initial stages of children's system-of-care development, this narrowly defined target population was
placed in statute as the group with the highest priority for receiving services. Now, fifteen years later, nearly all
county mental health programs in the State are funded for children's system-of-care development. The
relevance of mental health services to public partner agencies and the access those agencies have to mental
health services for their children and families is once again being examined. The historical children's system of
care “target population” has become less critical as a screening tool due to stabilized funding for community
mental health programs. At the same time, new evidence suggests that significant improvement in child and
family well being can be achieved through providing appropriate mental health services. For example, major
initiatives launched by the Department of Social Services and probation agencies are highly dependent upon the
successful integration of specialty mental health services into service plans for at-risk children and youth. In
addition, new initiatives from entities outside traditional system-of-care partners, such as Healthy Families,
have received much public attention in the field of services to children. These initiatives underscore the need
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for expanding the involvement of the public mental health system to a broader range of children, youth, and
families.

Over the preceding decade, these growth areas have taken center stage. Not all localities have effectively
integrated these successive initiatives into the existing system of care to create a*“ seamless system” for children
and their families. This piecemeal approach to service expansion has often resulted in counties perceiving no
clear fiscal incentives that direct mental health leadership to broaden the system-of-care target population to
include children served by partner agencies. Asaresult, services provided through these other funding streams
are not necessarily governed by system of care principles.

The population to be served by the children’s system of care should include all children who receive services
from the primary child-serving public agencies, including those children who are potentially eligible for
services, such as children who are at risk of out-of-home placement. Priority should be placed on early
identification of children and youth at risk so that their symptoms do not become so severe that they require
more intensive service. Mental health services should be delivered to this expanded system-of-care popul ation
so that these children might be spared a whole array of negative life outcomes, including out-of-home
placement, juvenile justice involvement, and school failure.

WHY DOESA SYSTEM OF CARE WORK AND HOW ISIT STRUCTURED?

Cdiforniais a national leader in promoting mental health systems of care for children and their families. The
system of care and its reguired components are specified in state legislation. Required components in a system
of care include family partnership, cultural proficiency, a full continuum of community-based services and
supports, cross-agency collaboration, and evaluation of outcomes. However, the manner in which children’s
system of care components are expected to address these requirements is not detailed. The success of systems
of careis, in part, responsible for collaborative programs being promoted by other service systems, including
child welfare, juvenile justice, schools, and public health. However, many communities have service delivery
systems made up of collaborative, but fragmented, programs. This fragmentation typically results form rapid
expansion and hurried strategic planning. In addition, the local collaboration sometimes loses its focus on how
tointegrate all these efforts.

Goodness of Fit Theory of Change

Mental health is critical to a person's success as an individual, a family member, and as part of the community.
Mental health is necessary for critical functions, such as motivation, planning, learning from the consequences
of one's actions, impulse control, social interactions, empathy, and altruism. Impairment in these important
functions can result in severe impairment in many areas, such as employment; raising children; getting along
with others; meeting basic needs for food, shelter, health, and clothing; learning in school; and abiding by the
law. Public agencies have been established with dedicated resources and specialized staffing and expertise to
address problems, such as homelessness, unemployment, child abuse and neglect, crime, access to health care,
and failure to benefit from schooling. Specific services and programs available from county mental health
departments are described in the appendix to this chapter.

Each of these agencies is successful with many of the children and families that they serve; however, a small
percentage of children and families are not successful despite receiving services from the responsible agencies.
This small percentage of children and families tend to account for a disproportionately large percentage of need.
Failure to benefit from typical services offered by the responsible agencies can be explained by the profound
effects of mental disorders and substance abuse. As a consequence, success with these children and families
will reguire the combined efforts of several agencies working to address areas of impairment and underlying
mental health disorders.

The children’s system of care needs “theory of change” that explains why these components individually or in
combination will result in better outcomes for children and families. The relevance and significance of theories
of change for collaborative programs is profound. Collaborative programs are formed to achieve better child
and family outcomes at the same or lower cost. Collaboratives are successful when members of the
collaborative work in concert to build on each other’s strengths, resulting in a product that is greater than the
sum of its parts. Collaboratives benefit from the enhanced decision making that results from teamwork. In
order for a collaborative to make decisions successfully, the team benefits from having a shared theory of
change that is a composite of the approaches that characterize the agencies that form the collaborative. The
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“goodness of fit” theory of change offers tremendous promise for children’s mental health systems of care as
well as collaboratives being promoted in other service systems.

The benefits of the children’s mental health systems of care as well as similar reforms promoted by child
welfare and juvenile justice systems (e.g. wraparound, family unity, and family group conferencing) can be
explained by a*“goodness of fit” theory. Thistheory is premised on individualized care that builds on child and
family strengths. The term, goodness of fit, means that the services provided to a child and family fit well with
their strengths and needs. This theory provides plausible explanations for why the systems of care are needed
and why they work.

The best outcomes in terms of both child and family functioning and cost are directly related to the goodness of
fit between child and family strengths and needs and the level of care provided. In the absence of an
appropriate and precise fit, a child will be over- or underserved. Imprecision or mismatch in service level is
directly related to unachieved outcomes and waste.

The adverse consequences of over-serving include:

limited positive outcomes;

exposing a child and family to overly intrusive and restrictive interventions;
unnecessary costs;

fostering dependence on service providers; and

undermining child and family autonomy.

The adverse consequences of under-serving include:

absence of positive outcomes;

wasted expenditure of time and resources;

unrealized hopes; and

loss of confidencein effectiveness of future interventions.

Achieving a good fit requires building on child and family strengths to promote meeting their needs and
achieving their goals. The importance of each component of a system of care described below can be
understood in terms of its relation to promoting strengths-based, individualized care or “ goodness of fit:”

Family partnershipis necessary to identify child and family strengths and the goals of the child and
family and to promote hope, child and family participation, and sharing of information.

Collaboration is necessary to promote coordination of care across agencies, access to cross-agency
services, and expansion of the local continuum of care and to improve planning through cross-agency and
interdisciplinary expertise.

A full continuum of community-based services and supports is necessary to promote access, to build on
family and community strengths and resources, and to improve generalization of gains.

Evaluation of outcomes is necessary to promote informed decision-making about services and systems
change, and to improve quality of care, advocacy, and sustainability of effective service delivery reforms.

Structure of the Children's System of Care

To implement individualized, strengths-based services, a system of care must have certain physical elementsto
perform its various functions. These functions include identifying children who need an individualized service
plan, designing the interagency service delivery system, developing programs and services, providing
individualized service planning and implementation, ensuring family member participation, and conducting
system evaluation. These functions should be performed by the individual agencies participating in the
children’s system of care, the interagency policy council, the interagency case management committee, service
providers, and an evaluator. This section describes these physical elements and the functions they performin
the children’ s system of care.

The interagency policy council designs and guides the children’s system of care. The director of each child-
serving agency in the county and senior management staff should participate in the interagency policy council.
The interagency policy council performs the same functions for the children’s system of care that an agency
director performs for his or her own agency. These functions include developing a vision for the system and
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imparting that vision to staff; designing new interagency programs and services; designing the manner in which
children enter the system, receive services, and exit the system; and monitoring the system to improve
performance.

The system must include a process for identifying and referring children and their families who need an
individualized service plan to experience positive outcomes. The system of care should develop a screening
tool that identifies those children who are most likely to experience poor outcomes if served by the traditional
service delivery system. The traditional delivery system refers to a single child-serving agency providing just
its services to a child and family as opposed to multi-agency interventions for children and families with more
complex needs. The children and families that come into contact with a public agency should be screened by
that public agency and referred to either a single child-serving agency for traditional intervention or to the
interagency case management committee to develop an individualized service plan.

The interagency case management committee includes staff from the major child serving agencies. The staff
should have the authority to commit resources to a service plan. The interagency case management committee
is responsible for developing and implementing the individualized service plan for the children and families
who are referred to them. Families are referred to the interagency case management committee because they
need services from more than one child-serving agency in the county.

Separate from the service planning and implementation process is an evaluation component. The children’s
system of care should employ an evaluator to monitor staff fidelity to the service planning and implementation
process and to evaluate outcomes for children and their families. This information must be fed back to
management so that it can improve service planning and delivery. The information must also be fed back to the
interagency policy council so that it can improve adherence to system processes or adjust system processes to
improve outcomes.

The children’s system of care must also have family members and youth involved at the policy level, in service
planning and implementation, and the evaluation process. The service delivery system is designed to meet the
needs of children, youth, and their families. Family members have first hand knowledge about what is and is
not effective at the system and service delivery level. This input must be valued and incorporated into
designing and operating the children’s system of care. This type of information will help the evaluator better
identify what needs to be evaluated as well as how to best implement the evaluation process to include other
family members.

So far, this discussion has focused on formal elements of the system of care, such as service providers and
county infrastructure for implementing the system of care approach. Of equal importance are the informal
elements for supporting children and families in the community. These informal elements are sometimes
referred to as natural supports and include extended family, churches, neighbors, schools, mentors, and co-
workers.

Figure 1 clarifies the relationship of the formal and informal partners in a system of care. At the center of the
system of care is the child, surrounded by the immediate family. This circle forms the heart of a family’s
support system. Extended family, friends, and neighbors are in the next two rings of the circle. These
individuals are informal sources of support that a family can rely on when it needs assistance. Other natural
resources, such as schools and faith communities, surround this group. The next circle represents the formal
resources provided by public agencies. Finaly, in the outermost circle are state and federal agencies that
provide the statutory and fiscal framework for the formal support agencies. When children and their families
need assistance, they use available resources in ever widening circles. A system of care will assist families to
strengthen their natural resources so they can rely on informal supports, eventually reducing the need for public
agency involvement.

Interagency Context for the System of Care

Like any system, changes in any of the sub-systems have repercussions on the rest of the system. Therefore, a
major shift in funding, mandate, entitlement, or policy will affect all of the major partners. A system of care
involvesinterdependency between the primary child-serving agencies. Consequently, the system’s|eaders must
be aware of current challenges facing each of the agencies.

Some of the partner agencies in the children's system of care are facing significant challenges. In education,
class size reductions have resulted in a shortage of space for support staff, special education classes, and
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Figurel: Formal and Informal Partnersin the System of Care
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collaborative agencies, such as mental health, probation, and social services staff. Schools are dealing with
increasing pressure to improve standardized achievement test results. This pressure is contributing to a move
toward “zero tolerance,” ejection of students who misbehave sometimes for relatively minor infractions.
Suspending or expelling students from school can create behavioral problems that put pressure on their families
and other child-serving agencies. In the child welfare system, placements have risen with particular pressure on
the most intensive level of placement: RCL 12-14. In the mental health system, Metropolitan State Hospital is
now the only state hospital available for children. Community treatment facilities, which would provide secure
placement options, are available only to a limited degree. Recent legislation requires that the Interstate
Compact Placement Committee rigorously screen out-of-state placements by child welfare and juvenile
probation. Mental health placements do not have this requirement, which puts additional pressure on children
to be placed through the Chapter 26.5 process so that very disturbed children who are in need of contained
settings can receive an appropriate placement.

These examples illustrate some of the pressures existing among child-serving agencies and the potential for
cost-shifting and transferring responsibility for the care and treatment of children among those agencies. A
better strategy would be one in which a county as an administrative unit has ultimate responsibility for the
clinical and fiscal outcome for children and their families. The concept of alarger system of care is based on
shifting the point of responsibility from the individual child-serving agencies to the county level. The high
degree of interdependency among agencies means that one agency cannot excel in achieving good outcomes
unlessit works collaboratively with other agencies to achieve goals that have been established in common. The
locus of responsibility for managing care should be at the level of the county governing body. At that level, the
goals are protection of the county general fund and improvement of community well being. One of the
strategies for achieving those goals is to improve outcomes for children and youth who are potentially high risk
and high cost. Implementation of this approach has implications for increased partnership, particularly with
education, but also with informal supports for families, such as the faith community and grassroots
organizations.

WHAT INNOVATIVE PROGRAMS HAVE BEEN DEVELOPED FOR CHILDREN?

Federal, state, and county governments have been devel oping innovative programs that are consistent with the
vision, mission, and goals of the children’s system of care. This section highlights those initiatives.

Wraparound Services

Chapter 795, Statutes of 1997, (SB 163), allows counties in California to participate in a five-year pilot project.
The purpose of the pilot project is to provide eligible children with family-based service alternatives to group
home care. The wraparound pilot project focuses on a family-centered, strengths-based, needs-driven planning
process for creating individualized services and supports for children, youth, and their families. These services
facilitate access to normalized and inclusive community options, activities, and opportunities. The legislation
permits flexible use of state foster care funds and Adoption Assistance Program fundsto pay for individualized,
intensive wraparound services necessary to keep these children in family settings or to return them to families.
The legislation targets children who are currently residing in or are at risk of being placed in the highest levels
of group home care.

Following are ten essential elements of wraparound services: (adapted from Burns and Goldman, 1998)
1. Familieshave ahigh level of decision-making power at every level of the wraparound process.
2. Team members persevere in their commitment to the child and family.

3. Wraparound efforts are based in the community and encourage the family's use of their natural supports
and resources.

4. The wraparound approach is a team-driven process involving the family, child, natural supports, agencies,
and community services working together to develop, implement, and evaluate the individualized service
plan.

5. Services and supports are individualized, building on strengths and meeting the needs of children and
families across the life domains to promote success, safety, and permanency in home, school, and the
community.
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6. The process is culturally competent, building on the unique values, preferences, and strengths of children,
families, and their communities.

7. Theplanisdeveloped and implemented based on an interagency collaborative process with the community
or neighborhood.

8.  Wraparound plans include a balance of formal services and informal community and family resources, with
eventually greater reliance on informal services.

9. Woraparound teams have adequate and flexible funding.

10. Outcomes are determined and measured for the system, for the program, and for the individual child and
family.

Balanced and Restor ative Justice

Restorative justice is defined as a process whereby parties with a stake in a specific offense decide collectively
how to deal with the aftermath of an offense and its implications for the future. Acknowledging that crime
causes injury to people and communities, restorative justice aimsto repair those injuries and enables the parties
to participate in that process. Restorative justice programs, therefore, enable the victim, the offender, and
affected members of the community to be directly involved in responding to the crime. They become central to
the criminal justice process with state and legal professionals becoming facilitators of a system that aims at
offender accountability; reparation to the victim; and full participation by the victim, offender, and community
(Van Ness, 2000).

Restorative justice is different from contemporary criminal justice in several ways. First, it views criminal acts
more comprehensively. Rather than defining crime as simply lawbreaking, it recognizes that offenders harm
victims, communities, and themselves. Second, it involves more parties in responding to crime. Rather than
giving key roles only to government and the offender, it includes victims and communities as well. Finally, it
measures success differently. Rather than measuring how much punishment is inflicted, it measures how many
harms are repaired or prevented (Van Ness, 2000).

The National Center for State Courts reported that implementing a restorative justice approach is a major trend
in the juvenile justice system, especially in Pennsylvania, Florida, and Minnesota (National Center for State
Courts, 1998). Some counties in California, such as Shasta and Santa Cruz, are also implementing this
approach to juvenile justice. A restorative justice approach provides a framework for systematic reform and
offers hope for preserving and revitalizing the juvenile justice system. Implementing this new approach
involves developing new missions and goals for juvenile justice; reallocating resources; redesigning job
descriptions; developing new reporting measures and data collection systems to monitor effectiveness; giving
priority to new programs and practices; and developing new roles for victims, citizens, and offenders in the
justice process (Bazemore, 1997).

Challenge Grants

The Juvenile Crime Enforcement and Accountability Challenge Grant Program is administered by the Board of
Corrections. The purpose of this program is to reduce juvenile crime and delinquency. Counties were awarded
grants based on developing and implementing a comprehensive, multiagency action plan that provides for a
continuum of responses to juvenile crime and delinquency. Counties also needed to demonstrate a collaborative
and integrated approach for implementing a system of swift, certain, graduated responses and appropriate
sanctions for at-risk youth and juvenile offenders.

To be eligible for a grant, a county must establish a multiagency juvenile justice coordinating council that
develops and implements a continuum of county-based responses to juvenile crime. The coordinating councils
develop a comprehensive, multiagency plan that identifies the resources and strategies for providing an
effective continuum of responses for prevention, intervention, supervision, treatment, and incarceration of
juvenile offenders, including strategies to develop and implement locally based or regionally based out-of-home
placement options for youth.

Counties receiving grants are also required to identify outcome measures, including the rate of juvenile arrests,
the rate of successful completion of probation, and the rate of successful completion of restitution and court-
ordered community service responsibilities.
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The Healthy Families Program provides low-cost health insurance for uninsured children and youth up to their
19" birthday who are not eligible for no-cost, full-scope federal Medi-Cal and whose family incomes are below
250 percent of the federal poverty level. The Healthy Families Program provides health, dental, and vision
coverage. For mental health services, the health plans are responsible for 20 outpatient visits per year for
evaluation, crisis, and treatment for conditions that can benefit from relatively short-term intervention and 30
days of inpatient care. The health plan is also responsible for medication and laboratory services to treat those
mental conditions.

Children with serious emotional disturbance enrolled in the program can receive additional mental health
services. Upon determination by a county mental health program that an enrollee has a serious emotional
disturbance, the full range of medically necessary services available through the Medi-Cal Rehabilitation
Option and Targeted Case Management programs will be provided to the extent resources are available.

Healthy Start

The Healthy Start Support Services for Children Act (SB 620, Presley, 1991) is California's first statewide
effort to place comprehensive support services for children and families at school sites. Healthy Start brings
together schools, school districts, county offices of education, health and human services agencies, county
governments, nonprofit organizations, businesses, and others to focus their collective energy, expertise, and
resources on responding to the needs presented by children, youth, and families in the school community. The
intent of Healthy Start isto improve the lives of children and families by the following actions:

creating learning environments that are optimally responsive to the physical, emotional, and intellectual
needs of each child;

fostering local interagency collaboration and communication to deliver education and support services
more effectively to children and their families;

encouraging the full use of existing agencies, professional personnel, and public and private fundsto ensure
that children are ready and able to learn, and to prevent duplication of services and unnecessary
expenditures; and

building on the strengths of children and families and providing and enhancing opportunities for parents
and children to be participants, leaders, and decision-makersin their communities.

Healthy Start does not necessarily pay for services. Rather, it provides coordinated service delivery that links
children and families to needed supports and services. These school-linked supports and services that are being
offered to meet the needs of Healthy Start children, youth, and familiesinclude;

child protection, parenting education, and child care;

food, clothing, shelter, and transportation;

vision care, hearing, dental care, acute care, and preventive health care;

therapy, support groups, and substance abuse services,

tutoring and dropout prevention;

career counseling, job placement, and job training;

recreation and youth development; and

income maintenance through Medi-Cal, Temporary Assistance for Needy Families, and food stamps.

The first statewide evaluation revealed that from January 1993 through March 1995 schools experienced
statistically significant schoolwide improvements in standardized test scores for grades one through three,
increased parent participation, and reductions in student mobility. Children and families intensively served
through Healthy Start showed improved resultsin every area examined.
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WHAT POPULATIONSNEED SPECIAL ATTENTION?

Although the California public mental health system has made great strides in the last 15 years developing a
children’s system of care, specific sub-populations should be examined to ensure that children, youth, and
families benefit from the system-of-care outcomes. This section identifies those sub-populations with emergent
needs for mental health services.

Gender Issues

In 1999, the California Institute for Mental Health issued a report on issues related to mental health services and
treatment for women. This report highlighted the needs of young girls, which are not addressed by the
children's system of care. The report states, "Current practice frequently discounts the significance of gender-
linked issues such as abuse and trauma, and allocates insufficient attention and resources to mental health
problems most prevalent among women, such as eating disorders, depression, and post-traumatic stress
disorder" (CaliforniaInstitute for Mental Health, 1999), (p. 7). To redress this imbalance in the system of care,
county mental health departments should develop early identification and intervention strategies designed to
reduce development of more serious mental health problems.

Another problem that the report identifies is that, in counties funded by the State's children's system of care
grants, more boys than girls are receiving services. The report speculates that this imbalance may have results
from the need to prioritize mental health services due to inadequate funding. Boys tend to exhibit problems
related to externalizing behaviors, such as aggression; girls tend to have internalizing problems, such as
depression. When determining who has the greatest need of services, clinicians would most likely identify
externalizing problems as having higher priority. Now that the children's system of care has access to
additional funding through EPSDT, clinicians need to assure that the mental health needs of young girls are
addressed.

Children Age 0-5

The National Institute of Mental Health estimates that at least 7.5 million children have diagnosable
psychological disorders that significantly affect the quality of their lives. Research has demonstrated the
powerful role that early identification, intervention, and meaningful support and assistance can have for these
children and their families. This knowledge has led to increasing awareness of the factors that contribute to
adaptive and maladaptive patterns of development in infants (California Infant Mental Health Work Group,
1996).

The brain research literature provides striking evidence that an early focus on children can pay big dividends
later in life. These findings support the idea that, although the shaping of the brain continues long after birth,
the first years are critical for the full development of a child's cognitive abilities. Research on brain
development provides important support to the research examining the relationship between family risk factors
during childhood and poor life outcomes for children in such environments. These bodies of research point to
ways in which families and society can ameliorate the effects of environmental stress on children(lllig, ).

Infant mental health refers to a comprehensive perspective on social and emotional well being in infants and
toddlers and the processes that support it. Infant mental health depends upon a number of factors, including the
interactions between parents and child and relationships with other caregivers and siblings (California Infant
Mental Health Work Group, 1996). Through positive interactions, the infant acquires pleasurable feeling about
self and others; the capacity to relate to others; feelings of value and self-worth; a sense of having an impact on
one's world; and a sense of belonging to family and community. The basic foundations of infant mental health
include:

parent-infant-family attachments and positive interactions;
caregiver capacity to read and respond to infant cues;

infant capacity to initiate and respond to caregiver interactions;
availability of social supports; and

parental capacity to use social supports(California Infant Mental Health Work Group, 1996).
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The infant and family well being can be affected by vulnerabilities within the family environment, such as
poverty, biological and health factors, substance abuse, domestic discord, community violence, and other stress
factors (California Infant Mental Health Work Group, 1996). Infants are born to parents with a range of
capacities to initiate and respond to all aspects of their environment. Thus, a continuum of interventions must
be available ranging from promotion of best parenting practices, anticipatory guidance, and development of
parenting skills to critical interventions with severely dysfunctional infants and their families (California Infant
Mental Health Work Group, 1996).

Delivery of effective, family centered infant/toddler mental health services is dependent on well-trained health,
mental health, education, developmental services, and social services professionals. Staff should be
experienced in the care of children from birth to three years of age, able to facilitate child/caregiver
relationships, assist in positive behavioral development, and provide grief and crisis counseling.

To expand the capacity of the public mental health system to serve this population, the Department of Mental
Health (DMH) funded four counties as apilot project. Thisinitial effort is now being expanded due to an award
of $3.6 million from Proposition 10's California Children and Families Commission. The framework and
funding for the Infant Family Mental Health Initiative is based on existing efforts in training, model
development, capacity building, and evaluation of the Infant Mental Health Development Project funded by the
Department of Developmental Services and coordinated by West EJ/CEITAN.

The goals of the Infant Family Mental Health Initiative are to:

identify the early childhood/infant and family mental health needs, resources, and services within pilot
counties;

increase the capacity of county mental health departments to identify and serve very young children and
their families;

facilitate interdisciplinary and interagency collaboration for services and staff training;

provide models, resources, funding options, and replicable approaches for the delivery of effective mental
health servicesfor infants and their families.

Evaluation is a significant part of this initiative and will involve developing procedures for both ongoing and
overall evaluation of project outcomes, including:

the results of afeasibility study based on screening and treating 10 infants and families in each county;
changesin service delivery;
personnel development;
county capacity to provide infant-family mental health services; and
staff training and supervision.
Youth in the Juvenile Justice System

Studies have shown that children in the juvenile justice system have high rates of mental iliness (Evens, 1997).
The prevalence of mental disorders among youth in juvenile justice facilities ranges from 50 to 75 percent in
multiple, well-designed studies that used structured diagnostic interviewing techniques to determine children's
diagnoses (National Mental Health Association, 1999). However, youth in the juvenile justice system,
especially those incarcerated in juvenile halls, face substantial barriers to receiving mental health services.
Medi-Cal reimbursement is only available for youth in juvenile halls who have been adjudicated and are
awaiting placement. Other youth in juvenile halls are not eligible for Medi-Cal; consequently, many counties
are not able to fund the needed mental health services for these youth. Moreover, juvenile halls and the
Cdifornia Youth Authority are experiencing widespread over-crowding. Case loads for juvenile probation
officers are often high, precluding the ability to provide individualized services involving the family. An
overriding concern is that youth suffering from mental illness who have been incarcerated do not have access to
adequate mental health services.
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Youth with Dual Diagnoses

All children and youth should be screened for potential alcohol and other drug use. If such use isidentified, a
substance use assessment should be completed, and a substance abuse treatment plan should be coordinated
with the mental health plan, integrating mental health and drug and alcohol treatment. This combined treatment
approach may require cross-training in screening, assessment, and treatment for mental health and alcohol and
other drug staff aswell as for education, probation, and other child serving agencies.

Results from the DMH's performance outcome system show that clinicians are reporting that approximately 15
percent of the youth they assess have moderate to severe impairment regarding substance use. However,
estimates of national studies of co-occurring mental disorder and substance abuse among adolescents range
from 22 to 82 percent (Substance Abuse and Mental Health Administration, 1999). The prevalence of co-
occurring emotional and behavioral problems and addictive disorders varies across studies because of
methodological complexities of studying this issue. However, this study by the Substance Abuse and Mental
Health Administration (SAMHSA) also cites evidence that over 30 percent of 16 to 17 year olds report using
alcohol in the past month with past-month alcohol use being nearly twice as likely for adolescents with serious
emotional disturbances. Dependence on substances, such as cocaine, crack, inhalants, hallucinogens, heroin, or
abused prescription drugs was nearly 9 times as likely among adolescents with serious behavioral problems.
Comparing national estimates of co-occurring emotional and behavioral problems and addictive disorders with
results from California’s performance outcome data on children and youth, suggests that mental health clinicians
may not beidentifying all youth with substance abuse problems.

Transition-age Youth

The upper age limit for youth eligible for services in the children's system of care varies based on the funding
source for the individual child. Children generally move to the adult system at age 18. Medi-Cal eligibility for
some youth continues past age 18 because they are eligible for Supplemental Security Income or Temporary
Assistance to Needy Families or because of their status as a child formerly in foster care. These youth are
eligible for Medi-Cal funded mental health services up to age 21. Those with Healthy Families insurance can
receive services through that source until age 22. Finally, students eligible for services through Chapter 26.5
are generally eligible for those services until they graduate from high school, get a General Education Diploma,
or reach age 22, whichever comes first.

When youth with mental health needs become too old for services from the children's system of care, they often
face overwhelming obstacles making a successful transition to adulthood. In disproportionate numbers, they
become pregnant or develop substance abuse problems. Homelessness is also a significant risk for many youth
with mental health conditions. They often try unsuccessfully to live with their families, then turn to living with
friendsin unstable arrangements, and too often end up in jail, the hospital, or homeless.

Like all young people, youth with mental health problems need assistance with income, safe and affordable
housing, independent living skills, and educational and vocational planning. They also need assistance learning
and integrating social skills and finding appropriate social activities and relationships. As they develop their
identities, they need to experiment with different lifestyles and choices, sometimes making mistakes, which
teach life lessons. Unlike other youth, they need mental health services and must manage their symptoms while
moving to independence. Some have little or no support from parents. Research has shown that mentoring isa
powerful forcein thelives of young people, especially those who have a disrupted relationship with parents.

Education for these youth is often interrupted and disjointed. Many do not reach their educational potential due
to multiple changes in schools, including enroliment in special education and non-public school classes. They
need support in the most normative educational settings possible. Innovative programs with community
colleges can provide a welcome second chance in an environment more accepting of diversity than are the
public school systems.

Employment for young people can be a stabilizing and normalizing activity, providing the opportunity to learn
work skills and identify interests and to see themselves as successful members of mainstream adult society.
Youth need vocational counseling, job placement, and job coaching to choose, get, and keep desirable
employment.

Peer relationships are important for adolescents and young adults as they separate from adult caretakers and
develop their identity. Y outh this age often need and welcome assistance with learning how to make and keep
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friends, how to form successful intimate relationships, how to develop a satisfying socia life, and how to
manage their emotions.

Transition-age youth are sensitive to the stigma attached to having a psychiatric disability. They generally
prefer to have opportunities to participate in the normal activities of thisage: attending school, dating, driving,
working, and living in aplace of their own. These wishes should be respected.

When providing servicesto youth in transition, the following guiding principles should be followed:

1. A single service coordinator should follow transition-age youth who are at risk of homelessness until age
25.

2. Clients should not be rejected or gjected from services for exhibiting the symptoms of their illness or for
the experimentation that is ahallmark of this developmental stage.

3. Services should be provided in the community or at clients homes, according to the preference and
convenience of the client.

4. Peer support, self-help groups, and mentoring are essential to successful transition-age services.

5. All staff who work with transition-age youth should be trained in the developmental needs of this
population, in community resources, and in operationalizing arecovery philosophy.

To meet the needs of these youth, mental health programs must work in partnership with the following child-
serving agencies and adult agencies:

employment and training agencies,

independent living programs;

the systems of care for children and adults;

court advocates;

probation;

housing and redevel opment departments;

homel ess programs,

County Offices of Education and school districts; and

community college districts.
WHAT ARE THE BARRIERS TO EFFECTIVE OPERATION OF THE SYSTEM OF CARE?
Lack of State Level Coordination

Structures for interagency collaboration have been created at the county level; however, interagency
coordination at the state level has never been addressed effectively. Over the past few years, interest in
providing services to children and their families has increased dramatically. These initiatives have been
developed by diverse state departments and agencies. For example, the Department of Social Services within
the Health and Human Services Agency has responsibility for innovative wraparound programs for children at
risk of out-of-home placement. The DMH administers many children’s programs, including the system of care
alocations. The Board of Prison Terms in the Y outh and Adult Corrections Agency administers the probation
challenge grants. The Department of Education has responsibility for the Healthy Start program administered
through the school districts.

Although all these programs are very beneficial to children and their families, they also create challenges to
local agencies due to incompatible administrative requirements that occur because the various state agencies do
not work together to develop compatible programs. Moreover, these programs can also be burdensome to
family members, who may be put in the position of having to provide duplicative information on the
functioning of their children for assessment, treatment planning, and program eval uation purposes.

To address these concerns, the State should establish a Children’s Council that would have the following goals:
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establish acommon vision for services to children and their families;
ensure collaboration among state agencies and departments; and
establish acommon data set and local accountability for child and family services.

Membership should include:

Secretary, Health and Human Services,
Chair, Board of Corrections;

State Superintendent of Public Instruction;
Governor's Education Advisor;

County Supervisors Association of California;
Judicial Council;

Secretary, Youth, Adult, and Correctional Agency;
Chief Probation Officer representative;
Attorney General;

Juvenile Justice Commissioners; and

Parent and youth representatives.

Many state policies and programs are actually implemented on the local level by county agencies. To assure
that coordinated state initiatives are implemented with maximum collaboration at the local level, the Children’s
Council of Statewide Associations should also be established. The purpose of the association would be to
develop a shared vision and operationalize it through the following methods:

education and technical assistance;

cross-training among local agencies;

convening joint conferences and scheduling joint committee meetings; and
blending outcomes, funding, and the populations to be served.

Membership should include:

Chief Probation Officers of California;

California Conference of Local Health Officers;

County Health Executives Association of California;

County Alcohol and Drug Program Administrators Association of California;
County Mental Health Directors Association;

Child Welfare Directors Association;

Special Education Local Plan Area Directors Association; and

Families and Y outh.

Flexible Use of Funds for Improved Child Outcomes

Improving access to necessary resources will help to ensure the success of children and families. One of the
unintended outcomes of years of specifically focused funding streams has been the "barriers' created by the
inability to develop "blended funding streams' that complement the service system integration efforts.
Examples of this complex funding for children's mental health services include these sources:

Medi-Cal, including EPSDT, and managed care consolidation;
Chapter 26.5 (AB 3632);

Allocations from the SAMHSA Block Grant;

Healthy Families;

DMH'’ s children's system of care allocations;

Realignment; and

Other federal grants.

Additional fiscal resources for children include federal, state, and local public and private funds in various
forms, such as the Supportive and Therapeutic Options Program (STOP) funds, Temporary Assistance for
Needy Families, CalWorks, Probation Challenge Grants, special education, Healthy Start, SB 163 /Foster Care
Waiver funds, grants, pilot projects, and other targeted funds that must be woven into the system of care.
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Public funding for services for children tends to be categorical; that is, it is available through mandates or
programs for the exclusive use of arelatively narrowly defined population. These funds are available for only a
specific set of services rather than for any services appropriate to the needs of a child and family. Examples of
categorical funding are Chapter 26.5 funds, which are entitlements for students who have been found to require
mental health servicesin order to benefit from their educational program. Another example is Medi-Cal funds,
an entitlement for children under the age of 21 who are Medi-Cal eligible and who have a mental health
diagnosis. Healthy Families is for children who do not qualify for Medi-Cal but who live in families whose
income is below 250 percent of the poverty rate.

Categorical funding is like a puzzle with some pieces missing: if a child or group of children does not fit into
any of these categories, the only option is to fund services through county realignment funds. To protect these
scarce non-categorical resources, acounty may be forced to have adifferent, narrower set of criteriafor services
and a more limited range of service options for these children than for children eligible for services through
Medi-Cal or Chapter 26.5.

Problems resulting from categorical funding are also evident when children are in need of out-of-home
placement. Placement in agroup home will be paid for by public fundsif a child has been made a dependent of
the court because of abuse or neglect by a parent or caretaker, has been made a ward of the court because the
child has broken the law and is under the supervision of the Probation Department, or is eligible for services
under Chapter 26.5. To be eligible for services under Chapter 26.5, a child must be experiencing low
achievement relative to his or her ability.

If achild does not meet any of these conditions and the parents cannot afford the high cost of group home care,
which can cost $8,000 per month or more (including board and care, mental health services, and education), the
child may fall through the cracks and not be able to access group home services. At this point, families may
start to disintegrate as they attempt to find resources for a child squeezed out by federal and state policies that
provide access to services only through categorical funding streams. Parents sometimes abandon their child in
order to gain access to care. Systems sometimes look for any technicality they can find to make a child award
or dependent. The most logical solution to this problem would be to increase non-categorical funding for
servicesto children and families and to loosen the categorical restrictions on the various funding streams.

WHAT ARE THE GOALS AND OBJECTIVES FOR
THE SYSTEM OF CARE FOR CHILDREN AND YOUTH?

GOAL 1: Redefinethe children’s system of care.

OBJECTIVE 1: Expand the definition of the population to be served by the children’s system of care to include
al children and youth who receive services from the primary child-serving agencies, including children who are
potentially eligiblefor those services.

OBJECTIVE 2: Ensure that a uniform screening tool for assessing the needs of children and their families is
developed and adopted by all child-serving agenciesin the system of care.

GOAL 2: Advocate for more flexible, less categorical funding for the children’s system of care.

OBJECTIVE 1: The State Legislature should appropriate a pool of non-categorical funds for each county
system of careto be used flexibly by the child-serving agencies to meet the needs of children and their families.

OBJECTIVE 2: State agencies that oversee child-serving agencies in the counties should apply for waivers to
federal agencies so that federal funds can be used to maximum benefit for children and their families.

OBJECTIVE 3: County government should establish a savings pool for funds that are saved by not placing
children in high-cost, restrictive settings so that those funds can be redirected to meet the needs of children and
their families.

GOAL 3: Advocate for creation of a state-level Children’s Council and Children’s Council of Statewide
Associations

OBJECTIVE 1: The CMHPC should work with the California Institute for Mental Health (CIMH) and the
California Mental Health Directors Association (CMHDA) to determine what steps have already been taken to
implement this goal.
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In collaboration with CIMH and CMHDA, the CMHPC should initiate contact with the Administration to
urge the creation of a state-level Children’s Council.

In collaboration with CIMH and CMHDA, the CMHPC should convene a meeting of statewide children’s
associations to plan for the creation of a Children’s Council of Statewide Associations.

OBJECTIVE 2: These state-level groups will work to ensure that state regulations, required local advisory
groups outcome measures, and paperwork requirements are consistent and not duplicative for the child-serving
agenciesin a county implementing state-mandated programs.

OBJECTIVE 3: The state-level groups will work with local agencies to eliminate duplicative data gathering for
families being served by more than one local agency.

GOAL 4. Ensure that Interagency Policy Councils and Interagency Case Management Councils function
effectively.

OBJECTIVE 1: The membership of the Interagency Policy Council should be expanded to include a parent of a
minor child and ayouth representative.

OBJECTIVE 2: The CMHPC should conduct a study of the existence and functioning of these councils. This
study should include:

whether membership matches statutory mandate;
whether parents and youth are represented;

whether the councils function as described in statute.

GOAL 5: Ensure that children, youth, and families are involved in all aspects of planning, delivering, and
evaluating services.

OBJECTIVE 1: Involvement in service delivery.

A. Children, youth, and their families should be fully involved in al stages of service delivery: assessment,
establishing goals, treatment planning, referrals for ancillary services, evaluation of progress, and transition
planning for service termination.

B. Supervision of provider staff should emphasize child and family involvement at all stages of treatment.
C. Quality assurance reviews should emphasize child and parent involvement.
OBJECTIVE 2: Involvement in county system-of-care policy, planning, and evaluation.

A. Menta health boards and commissions should include parents of children who have been served by the
public mental health system.

B. Menta health boards and commissions should include youth up to age 25 who have been in the public
mental health system.

C. Parents and youth should be included in all county mental health policy, planning, and advisory groups for
mental health, including management teams.

D. Parentsand youth should be included on the boards of directors or advisory boards of all agenciesthat have
contracts to provide county mental health servicesto children and youth.

OBJECTIVE 3: Hiring parent partners and youth advocates to provide peer support and advocacy to parents
and youth receiving services.

A. Youth who have received mental health services should be hired as Y outh Advocates/Peer Counselors by
both county-operated programs and community agencies.

B. Parents of children who are now or have received mental health services should be hired as Family
Advocates by both county-operated programs and community agencies.

OBJECTIVE 4: Ensure that youth and families are involved in all aspects of state mental health policy,
planning, and evaluating services.
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A. Youth up to the age of 25 who have been in the children’s mental health system should be represented on
all state committees and advisory groups, including the CMHPC.

GOAL 6: Advocate for expansion of infant mental health pilot programs.

OBJECTIVE 1: The CMHPC shall assist the DMH in disseminating information about the need for infant
mental health programs.

OBJECTIVE 2: If theinfant mental health pilot program currently implemented by the DMH produces positive
outcomes for young children and their families, the CMHPC will urge the Legislature to appropriate funds for
all countiesto provide infant mental health programs.

GOAL 7: Expand the availability of mental health servicesfor youth in juvenile halls.

OBJECTIVE 1: The State should ensure greater coordination between the Board of Corrections, the California
Y outh Authority, and the DMH regarding oversight of juvenile halls and the provision of mental health services
toyouth in juvenile halls.

OBJECTIVE 2: The Legislature should increase appropriations for all funds that can be used for mental health
servicesfor youth in juvenile halls.

OBJECTIVE 3: The DMH should monitor the provision of mental health services to youth in juvenile halls to
determine whether access to servicesisincreasing.

GOAL 8: Increasetheidentification of substance abuse problemsin children and youth.

OBJECTIVE 1: The State should adopt a screening tool to identify children and youth with substance abuse
problems.

OBJECTIVE 2: The State should implement an extensive training program of staff in all child-serving agencies
to enhance their ability to identify children and youth with substance abuse problems.

OBJECTIVE 3: The State must eliminate disincentives for children and youth to disclose their substance use
problems. Child-serving agencies must be able to assure children and youth that their self-disclosure of
substance use will remain confidential and will not result in negative consequences, such as arrest,
incarceration, or revocation of probation.

GOAL 9: Develop aservice system for transition-age youth in every county. The service system should have
the following components:

1. Transition-age specialist. Every mental health provider, including the Adult and Child Access Teams,
that serves youth age 14-25 should identify a minimum of one transition-age specialist who can be a
resource on issues such as housing, income, vocational services, education, mentoring, and peer self help.

2. A transition-age coordinator should be hired to provide monitoring of mental health programs serving
transition-age youth; oversight; coordination; and linkage between the child and adult systems, other
partners, and the child and adult programs.

3. Transition planning. When a youth receiving mental health services reaches age 14, a transition plan
should be devel oped and implemented to assist in the transition to the adult system.

4. Coordination between systems of care for adults and children. Children's service coordinators should
review all open mental health cases astheir clientsturn 17. Any necessary linkage and referrals to the adult
system of care, housing, vocational services, and other services should be identified and carried out in a
timely manner.

5. Interagency case confer encing should be held on aregular basis to coordinate services for youth who are
experiencing especially difficult challenges. Relevant partners should attend and coordinate necessary
servicesto stabilize the youth.

6. A specialized transition program should be developed to provide services, including rehabilitation
services and service coordination, for youth ages 18 to 25 who have significant mental health needs and are
at risk of homelessness. The transition program should perform the following functions:
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Refer youth to specialists in housing, vocational services, education, income maintenance,
socialization skills, alcohol and other drug services, and coordinate these services as needed.

Provide system level coordination through case conferences.
Support the development of self-help groups.

Teach living skills, socia skills, dating, and how to make and keep friends outside of institutional
living by using directed experience in the community rather than a didactic approach and by discussing
new experiences with the youth.

Provide housing services.
Establish arevolving fund for lending money for deposits and first and last months' rent.
Provide support to assist youth to maintain subsidized housing.
Crisisrespite housing.
Short-term shelter beds.
Apartment clusters.

Self-help Groups and Youth Centers. Develop Youth Centers for all youth in the community to provide
opportunities for socializing and recreation with a specific component of peer support for youth with
mental health conditions.

Education. Assist clientsto obtain their high school diplomaor GED and to go as far as possible in higher
education. Provide educational support in the form of tutoring, mentoring, and coordination with the
education system.

Vocational Services. Develop partnerships with employment training agencies to provide job referrals,
assi stance with applications, and job coaching.

Mentoring. Recruit, train, and coordinate volunteer mentors.

County-level coalition of stakeholders. Establish a coalition of advocates and other stakeholders to
monitor the adequacy of services for youth in transition to make recommendations to improve services.
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APPENDI X
SERVICES AND PROGRAMS PROVIDED BY COUNTY MENTAL HEALTH DEPARTMENTS

The mental health dimension of a system of care must have all the basic components avail able to meet the needs
of children and their families. These components include screening, assessment, developing a client plan,
service coordination, a full array of service options, flexible support services for the family, staffing, and
advocacy.

Screening

The mental health system of care must have a screening procedure to identify those children and youth that may
need services. A Mental Health Screening Tool for use with children age 5-18 provides professionals a simple
way to identify children who should be referred for afull mental health assessment.

For those children and youth that do not meet the criteria, the system should make appropriate referrals so the
child or youth accesses support elsewhere in the community. Thus, the system should perform the following
functionsfor all children and families seeking services.

triage and crisis evaluation;

consultation;

information and referral;

assistance in identifying appropriate services; and

outreach to identify children and youth through connections with other service systems and the community.
Assessment

All services should be based upon a dynamic, comprehensive biopsychosocial client assessment, which results
in a coordinated client service plan. A medical examination should be part of the assessment. The assessment
must document that the client has a mental health diagnosis, has afunctional impairment, and requires services.

The assessment shall ascertain psychiatric condition, the living arrangements, individual and family strengths
and needs, functioning in school and in the community, socia relationships, and physical condition. The needs
and wishes of the child and family must also be considered. All previously gathered relevant and available in-
formation on achild or youth should be reviewed to minimize unnecessary or duplicative testing.

The assessment shall be completed within 30 days unless the child or youth is in an emergency situation, i.e.,
the child or youth is dangerous to self or others or is unable because of a mental disturbance to take advantage
of food, clothing, and shelter. In these instances, services may be provided without a full-scale assessment or
plan.

Client Plan

Service planning will be done with age-appropriate participation of the child or youth, the family,
representatives of other agencies with which the child and family are involved, and individuals who the child or
family invite, such as ayouth or family advocate, friend, or support person.

Services are planned across three dimensions: setting, intensity, and variety. Service settings could include any
appropriate place for delivering care, such as home, school, a foster home, shelter care, juvenile hall, or other
community location. Service intensity relates to the frequency with which the service is provided and to its
duration. Service variety refers to the treatment and supportive services available. In developing an individual
treatment plan, all three dimensions must be addressed so that the plan meets the unique characteristics of the
child and family.

Every child or youth in the system of care shall have aclient assessment plan. It shall:
be devel oped within 60 days of the assessment;

partner with the client, family members, legal guardian, significant others, and representatives of other
agencies providing services,
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contain the client'slong-term goals;
contain specific objectives linked to the client's strengths and functional impairment;
identify specific servicesthe client will receive and who will provide them;

utilize the least restrictive, most appropriate mental health setting for the child or youth at every stage of
service delivery;

be reviewed and updated at least every six months based on the child or youth's changing needs and
conditions;

provide for evaluating the child or youth's progress toward achieving the plan's goal's; and
specify discharge readiness criteria, i.e., when services will no longer be necessary.
Service Coordination

A system of care needs a comprehensive system for service coordination to provide servicesin accordance with
the changing needs of a child and family. Each local mental health program shall develop a comprehensive
system to accomplish the following goals:

always be the fixed point of responsibility for the child and family and be the interface with all service
providers and agencies,

partner with children and their families in planning for and deciding upon treatment options;
assist familiesin obtaining necessary services for their children and themselves;

assist the child and family to develop internal and external supports and to connect the child and family to
natural resourcesin the community;

if indicated, assist families in applying for public entitlements, such as food stamps, scholarships, rent
subsidies, and Supplemental Security Income, and in learning to use them;

provide support to the client during transitions between programs utilizing interagency agreements and
flexible funding as required by the individualized service plan;

keep the family and client fully informed,

advocate for the client's needs by identifying gaps in the system and bringing them to the attention of both
management and the Interagency Children’s Policy Council; and

protect and advocate for the rights of children and youth.
Service Options

Service options are an array from which needed services may be selected. Services not already available in the
community should be created. Services can be provided alone or in conbination with each other. Combining
various modes of treatment with services of other agencies can often generate creative uses of traditional
treatment approaches. Coordinated treatment plans developed in concert with other agencies serving the child
and family can enlist the aid of non-mental health professionals, such as special education teachers, probation
officers, foster parents, or social service workers. Such concerted eforts by all the providers in a child’'s life
increase the probability of positive treatment outcomes.

The array of servicesincludes the following:
individual and group therapy;
family therapy;
medi cation and medication monitoring;
day treatment;

crisis intervention available 24 hours per day, seven days per week;

Rev. 12/12/00



The Planned System of Care for Children and Y outh 1
DRAFT
secure community treatment facilities;
acute hospital care;
intensive in-home services;
rehabilitative services;
respite services for families; and

other services as identified by the child, family, and treatment team that will meet the individual and unique
needs of the child and family.

Staffing

Staffing standards should be based on the nunber of children and youth served and the children and youth's
acuity levels. Each local program should develop such standards, and treatment providers should adhere to
them. All treatment programs must provide and document a specific plan of supervision for children and youth
being treated covering all hoursthat children and youth are present. Staffing patterns at all levels should reflect,
to the maximum extent feasible, the cultural, linguistic, ethnic, and other social characteristics of the
community. In addition to mental health professionals, staffing should also include peer providers, such as
family advocates and youth advocates. Paraprofessionals should be enlisted to provide additional resources to
assist in attaining goals.

Advocacy

Each local program must have a patients' rights office to ensure that the rights of children and youth and their
families are protected, to bring deficiencies to the attention of the local mental health director, and to take
remedial action. The patients' rights office shall have 1) access to children and youth and their records; 2)

access to mental health providers; 3) authorization to invoke penalties for nonconmpliance with rights; and 4) an
established grievance procedure for children and youth and their families.
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